
found a small cavity in a molar tooth, which in no way could
have caused the pain. This was filled but gave no relief. I
depressed the tongue and examined the tonsils. These I found
so greatly enlarged that they almost met at the median line.
I was informed that deglutition was both difficult and painful.
When the tongue was forced well down with a tongue depres-
sor, quite a large quantity of yellow pus sprang from an unseen
source in the right tonsil. On the removal of the depressor,
the patient exclaimed, My pain has gone !

On examining the superior maxilla, I noticed a very percep-
tible contraction on both sides, anterior to the first permanent
molar teeth, with a decided inclination of the roof of the mouth
to become elevated.

I informed the aunt of the state of affairs, and that unless
heroic measures were quickly taken for the child's relief, by a
rhinologist, very serious consequences would be sure to follow.

Six months later the patient returned, and I was informed
that notice had been taken of previous instructions and a
specialist consulted the same day. He had removed some

adenoid growths, and was still reducing the tonsils with the
galvano-cautery. He was now a bright and rosy-faced boy,
with normal respiration, and we found no signs of the former
contraction of the jaws, or rising of the arch, all of their out-
lines being perfectly normal.

This particular case demonstrated that either the
adenoid vegetations, or the enlarged and diseased ton-
sils, or both, were the prime factors in the causation,
not only of the malformations of the maxillae, but also
the oral respiration.

If a correct diagnosis had not been made, and only
palliative treatment been given, there is no doubt that
a case of V- or saddle-shaped arch would have been
developed, with irregular teeth as concomitants ; espe-
cially as the patient's parents and grandparents are
full-blooded Germans, and have large jaws and teeth.

I have often found similar conditions in young
patients, whose parents thought so little of the mat-
ter that they deemed no treatment necessary, as the
children never complained of pain; while others
"made their own diagnosis, and treated for conditions
which did not exist, being ignorant of all possible
results." Thus, from time to time, the lesions were

permitted to progress, until more acute symptomsdeveloped, when the family physician was called; and
as is often the case in such diseases, he failed to make
a correct diagnosis, or give the proper treatment, and
thinking the disturbance of no great importance only
prescribed some simple wash or nasal douche, thus
allowing inflammatory conditions, which could have
been cured, to develop into more chronic forms with
all their evil consequences.

The starting point in the majority of these cases,
has its origin in some slight irritation of the mucous
membranes of the throat, especially the tonsils. " It
seems remarkable," says an authority, " that the fauces
at this time of life, should be the seat of so many
inflammatory processes."

To show with what indifference some practitioners
treat such cases, I cite the following: A reputable
physician, whose daughter, aged 14 years, has nasal
catarrh, V-shaped arch, irregular teeth and an almost
complete obstruction of the nasal cavities, when told
that he should do something for her relief replied,
" She will come around all right when she gets older;"
and this seems to be the opinion with many general
practitioners.

In conclusion, I would urge upon both medical and
dental practitioners the importance of being ever on
the alert to discover the first signs of any inflamma-
tory manifestation in the throat or nasal cavities of
children, as so many inflammatory disturbances are

prone to develop in the respiratory passages, without
in themselves showing any very acute symptoms, and

if permitted to continue without proper treatment,,
cause disease and malformations which in some cases-

defy all remedial agencies.When a patient has a slight occasional cough or

clearing of the throat, any peculiarity of intonation,
huskiness of voice or nasal twang, an examination
should be made to discover the cause, and when
located, treatment given at once; and if oral res-

piration is fully established, some reputable special-
ist should be recommended, as he is better qualified
to make a correct differential diagnosis, and prescribe
the best remedies. I believe that if this is done,
fewer cases of malformed maxillae and irregular teeth
will be found in the future than at present.

The following are a few replies to personal letters
sent, asking for opinions as to the etiology of mal-
formed maxillae and irregular teeth.

Dr. John Nolan Mackensie, Johns Hopkins Hos-
pital, says :

" Rhinologists generally hold that the
deformities in question are sometimes produced by
nasal and post-nasal obstructions (deflection of the-
septum and adenoid growths being two conspicu-
ous examples). Indeed, it has been shown experi-
mentally that asymmetric conditions of the corres-

ponding side of the cranium may be produced in
young guinea-pigs by artificially occluding the nos-
tril. Malnutrition must of course be at the bottom
of the matter; due probably to defective blood supply,
both in quantity and quality."

Dr. M. H. Cryer says: "It is my opinion, that an
inflammation of the tonsil and surrounding tissue-
will cause tension of the palato-pharyngeal and palato-
glossus muscles; if this be so, they would naturally
pull the lateral portions of the arch downward and
inward; especially is this the case with children when
their bones are soft and yielding."

Dr. Harrison Allen says: " Probably the most im-
portant factor present is oral respiration. Disuse of
important functions (instanced here by the nasal
passages) invariably excite disturbance. No ' starva-
tion ' of the tissue is present in these cases as I
understand them, nor is there disease, as the phrase
is usually employed. I no not think undue pressure
of the muscles against the jaws exists, nor are the
jaws themselves weakened, except that they may be
weakened by having their curves of normal action
interfered with."

302 Dolphin Street.

HOLOCAIN HYDROCHLORID; SOME NOTES
ON ITS USE IN OPHTHALMIC SURGERY.

BY J. WHITEFIELD SMITH, M.D.
Ex-Superintendent of the Illinois Asylum for Feeble-Minded Children [ill]

Member of American Medical Association, Brainard District
Medical Society and McLean County Medical Society.

BLOOMINGTON, ILL.

Up to the present time but little experiment has
been made in the use of holocain in ophthalmic sur-

gery. But from the clinical notes so far at hand, it
would appear that it has some advantages and may
prove to be a very useful drug in ophthalmic practice.

"Holocain is a synthetic substance having the com-

position of para-di-ethoxy-diphenyl-ethenyl-amidin,
and the hydrochlorid has been used in a 1 per cent.
solution as an anesthetic in ophthalmic practice, but
on account of toxic properties is not recommended
for hypodermic injection. Anesthesia is prompt and
lasting, and is not accompanied by mydriasis or dis-
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turbances of the accommodation" (British Medical
Journal).

Dr. Robert Brudenell Carter of London contributed
an article to the Lancet of May 29, in which he called
attention to a paper read before the Belgian Academy
of Medicine March 27,1897, by Dr. Deneffe of Ghent,
whose observations in the use of holocain were as
follows: He said that "by applying a drop of a 1 per
cent, solution to the eye three times, at intervals of
fifteen seconds, complete anesthesia would be estab-
lished in three minutes without pain, without change in
the diameter of the superficial vessels, without dilata-
tion of the pupil and without paralysis of the accom-
modation."

Dr. Carter from his own observation says: "I
received a supply of holocain last week and used a 1
per cent, solution in the manner described by Dr.
Deneffe, having first applied some to my own eyeand found that it gave no pain. Four applications
were made in the course of a minute and at the end
of four minutes from the first of them I performed
cataract extraction with iridectomy. The patient was
unconscious of the first incision and was barely con-
scious of the iridectomy, not flinching or moving the
eye. The section healed perfectly by first intention.
A day or two later I used the same solution before
slitting up the lachrymal canaliculus and rendered the
operation absolutely painless. As asserted by Dr.
Deneffe, there was no action upon either the conjunc-
tival blood vessels, the pupil or the accommodation,
and I can not but think that the new agent will be
found highly useful in ophthalmic practice. The
promptitude of its action is alone of no inconsiderable
advantage."

Löwenstamm (Therap.Monats., May, 1897) relates
some further investigations into the use of holocain
in 1 per cent, watery solutions in ophthalmic practice.
It can not be employed subcutaneously, because its
toxic action is considerably greater than cocain, and
even in ophthalmic work it should be used in mini-
mum doses. By applying a few drops anesthesia is
produced in the eye in about ten minutes. The
author has employed holocain in sixteen cases, of
which seven were normal eyes, five were examples of
foreign bodies, and four were operation cases. In
one set of three cases, four drops were put into the
eye and repeated in five minutes, when the anesthesia
of the cornea and conjunctiva lasted on an average
nineteen minutes. In six other cases the same quan-
tity was used on three occasions at intervals of five
minutes, and the anesthesia lasted on an average thirty
minutes. A slight touch was felt before the lid reflex
returned. In three cases four drops were applied on
three occasions at intervals of two minutes, and here
the anesthesia lasted on an average twenty-six min-
utes. This method has the advantage of requiring
only a short time before the operation can be com-
menced. Often an increase in the anesthesia of the
conjunctiva was noted after the second and third
application, and where this did not occur a passing
sensation of burning wTas experienced. The removal
of the foreign body was accomplished in one eye eight
minutes and in the other fifteen minutes after the
second application, without the patient feeling any-thing. In two operations for squint lasting fifteen to
twenty minutes two applications sufficed. As regards
gradual action no difference was noted from cocain,
but the tension of the bulb was not lessened, the
cornea retained its luster and moistness and the pupil

was not dilated. No toxic effect was noticed and no

change in the pulse, or urine. Heinz allowed a 5 per
cent, solution, and also the dry powder to be applied
to his own eye, and no intoxication symptoms occurred.
Perhaps holocain is less readily absorbed from the
conjunctiva than cocain. Thus holocain is a prompt,
pronounced and long-lasting anesthetic, with no un-

pleasant results. It should find a permanent place in
ophthalmic practice. Boiling the solution is not
requisite, as holocain possesses powerful disinfectant
properties.

The only time I have seen it used was at the Royal
London Ophthalmic Hospital ( Moorfields) on June 25,
1897. The preparation used was a 1 per cent, aqueous
solution. The case in wdiich it was used was that of a
senile cataract in a man about 60 years of age. Four
or five drops were instilled into the eye at intervals
of three or four minutes for a period of twenty min-
utes, then the patient was placed on the operating
table and the eye carefully douched with a boracic
acid solution. The anesthesia of the cornea and con-

junctiva seemed perfect. Iridectomy was performed,
apparently without pain. The only noticeable feature
was a more profuse hemorrhage from the conjunctival
vessels than is usually observed when we employ
cocain. The wound healed promptly without subse-
quent pain or discomfort to the patient.

SOCIETY PROCEEDINGS.
Western Oplitlialiiioiogical, Otological, Laryn-

gological and Rliinological Association.
Abstract of the Proceedings of the Third Annual Meeting

held in Chicago, April 7 and 8, 1898.
The Association met in the rooms of the Chicago Medical

Society, and was called to order by the Chairman of the Com-
mittee of Arrangements, Dr. J. E. Colburn of Chicago, who
introduced Dr. P. Heneotin, President of the Chicago Medical
Society, who welcomed the Association on behalf of that
Society and the local profession. He spoke of the necessity of
modern specialists, and said that all recognized their value.
He believes in societies and organizations. While there might
be injustice done here and there, such societies would live and
thrive and multiply.

Dr. A. Alt of St. Louis, responded to the Address of Wel-
come, and thanked Dr. Henrotin, in behalf of the Association
for the very kind words with which he had welcomed the mem-
bers on the occasion of their third yearly meeting.

The President of the Association, Dr. B. E. Fryer of Kansas
City, was then presented and delivered a brief address in
which he dwelt upon general matters pertaining to the work of
the Association.

Dr. H. Knapp of New York, delivered an address on

THE RADICAL TYMPANO MASTOID OPERATIONS.

Among the surgical procedures cultivated so successfully by
otologists during the last decades, the so-called radical mas-
toid operation is the most important, but also the most diffi-
cult. The pioneer work of Troetsch, Schwartze, and others in
this field was well known and fully appreciated, when Kuester
in 1889 gave a new impetus to the further development of this
branch of surgery by censuring aurists for operating too much
in the dark. Zaufal and Stacke were the first prominently to
take the hint in developing methods for making more exten-
sive and thorough operations which have received the names
of radical operations, comprising the removal in cases of chronic
purulent otitis media, of everything diseased in the mastoid,
attic, atrium, external meatus, and adjacent pneumatic spaces
in one large cavity. Dr. Knapp described the performance of
the operation with blackboard illustrations and presented
numerous anatomic, both dry and wet, specimens. The
methods of Zaufal and Stacke differed somewhat at first, but
are at present virtually identical. The difference is that Zau-
fal begins the operation from the mastoid, and Stacke from the
attic. The speaker dwelt on the precautions to be taken to
avoid during the operation injury to the facial nerve and the
horizontal semicircular, particularly by chiseling the mastoid
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